Postviral syndrome
Dr D J D Perrins writes (June 1990 JRSM, p 413) of the difficulty in making a definitive diagnosis of postviral syndrome (myalgic encephalomyelitis, ME) echoing the paper by Dr Bowman et at. (December 1988 JRSM, p 712) and goes on to affirm 'the clinical pattern of ME has much in common with multiple sclerosis'. No neurologist of experience would agree with this statement. Dr Perrins admits that some of the patients he himself reported upon may in fact have had MS.
Seven out of 10 MS patients will tell you the diagnosis if you listen carefully (the late Henry Miller); 'a blind neurologist is better than a deaf one' (Mumenthaler, Berne). The clinical course of ME and MS is usually quite different, though occasional 'difficult' similarities may be met with.
Fortunately an objective test exists which determines the patient with MS diathesis. Those who have not got an MS diathesis cannot develop MS; those who have, may develop MS or any other illness (including ME).
Briefly the test depends on the alteration in absolute electrophoretic mobility of well washed red blood cells (RBC) after exposure to emanation from a 0.5 mW He-Ne laser guarded by a Zeiss filter", After irradiation linoleic acid (LA) is added to a final concentration of 0.08 mg/ml and RBC mobility is measured. As control ethanol is used (since LA is made up in ethanol).
If the RBC came from a patient with MS diathesis then they travel more rapidly than control, until at some point between 104 and 110 s exposure to the irradiation there is a sudden transition to control value. Patients with destruction of central nervous system (CNS) tissue from any cause other than MS (other neurological disease, aND) reach break point somewhere between 74 and 81 s, whilst cells from normals do so at 70 s exposure'.
The simplest differentiation is to make an exposure of 90 s which is too long for normals or aND and so the 'break' occurs; but not high enough for MS to break. If the clinical history is consonant with ME then a diagnosis of this disease as an organic lesion of the CNS is clear.
Journal of the Royal Society of Medicine Volume 83 October 1990 675 A long-term substantiation of this simple differential diagnosis is obtainable by exhibition of essential fatty acids which will convert the MS result to normal in about 9 months, whilst the ME type result scarcely changes.
A real difficulty arises when a patient with MS diathesis picks up ME, for an MS diathesis takes precedence over an aND, but such cases are rare. Full details are available in 'Multiple Sclerosis: a conceptual reappraisal with heuristic implications". E J FIELD According to D J D Perrins's letter (June 1990 JRSM, p 413) hyperbaric oxygen was used for treatment on the postviral syndrome (myalgic encephalomyelitis) without apparent knowledge of underlying physiology. If one considers a few of the other labels that have been used to describe the disorder, DaCosta's syndrome, soldier's heart, effort syndrome, neurocirculatory asthenia and hyperventilation syndrome! and their known physiology-the logic of using hyperbaric pressure becomes clear.
In one of his 1919 papers" describing the cause of the disorder J S Haldane states 'In fact the patients are in the same state as a normal individual at high altitudes where diminished oxygen tension of the inspired air produces the same series of effects'. If symptoms are compared to those of acute mountain sickness the lists appear interchangeahls".
A hyperbaric environment without oxygen enrichment has been shown to be a successful treatment for the disorder in its more extreme form where neurocirculatory collapse is life threatening5. Its successful use results from accumulating carbon dioxide and carbonic acid which is detrimental for underwater or hyperbaric work" but represents simple replacement for an individual in a hypobaric condition due to a compensated alkalosis", Increased lactic acid production not a result of exercise has been shown to be directly and inversely related to the diminished bicarbonate levels that characterize this disorder/-", Use of 100% oxygen appears inadvisable? and unnecessary" where inadequate oxygen is secondary to reduced carbon dioxide levels (Bohr effect)2 and physical exertion is not a factor. It would appear that longer treatment times, at higher pressure, without additional oxygen would produce faster and better results". Another look at holistic medicine The editorial by Quin (June 1990 JRSM, p 343) is most welcome. To see our patients and their disease
Book Reviews
The Free Circulation of Physicians within the European Community L Hurwitz pp 132, £29.50 ISBN 0-566-07064-2 London: Gower/Avebury 1990 Although The EEC's article 48 had specified freedom of movement for workers, it was not until 1976 that such a free movement, establishment and practise of EEC doctors became a legal and theoretical reality. An American Professor of Political Science has now examined how and why free circulation has not occurred in practice.
The major institutional barriers to migration are language, and local and national regulations on advertising fees, access to insured patients, and vertification of credentials. There is marked incoordination of mutual recognition of specialty training and certification. Above all there is a problem of numbers, with doctors per 100000 in 1985 ranging from 322 in Italy to 129 in Ireland.
Part II analyses the 10 818 doctors who emigrated during 1976-1986, a miniscule 0.21% of the total. Some higher rates are deceptive, such as the 7% for Luxembourg (which has no medical school), and 6% for Ireland (which has free access to the UK). The lowest rate is from West Germany 0.07%. In absolute numbers Ireland, Greece and Italy provide the most emigrant doctors and UK and Germany receive the most immigrants.
Part III covers indepth interviews with 145 Frenchspeaking immigrant doctors, and they are mostly young male, married, multilingual and in fee-perservice specialty practice, who emigrated usually for professional advancement or family reasons: not one of them migrated for political awareness of the in the context of not just physical but also emotional, spiritual and social aspects is, I am sure, acceptable to all if not practised by all. To have this approach muddled up with 'alternative methods' of treatment is wrong and makes the true holistic care of our patients more suspect in the eyes of its critics.
Any methods of treatment should be subjected to critical, scientific scrutiny and research both to protect our patients' bodies and their pockets. We must not forget that many methods of alternative treatments are not available on the NHS and therefore someone will profit by their promotion.
If proven to be an effective and appropriate alternative they should then be made available to all. While waiting for progress in this research let us remember that alternative treatments are not the same as the holistic approach to the total care of our patients. This book sets out a revolutionary new approach to the theory of evolution. It takes over and expounds where Darwin left off and fills in the 'conditions of existence' which he never clearly evaluated, but accepted as part of the evolutionary process. The concept here proposed very persuasively is that evolution is governed by physical and chemical determinants.
The authors commence at the now generally accepted 'big bang' theory and postulate that, as the cooling of the planet occurred, the chemical constituents coalesced to form, initially self-replicating DNA and then simple cells and with the arrival of oxygen from the blue-green algae was finally provided the environment in which multicellular systems could develop.
They then come to the main core of the argument. As the animals migrated and colonized the sea, the sea-shore and finally the land, the factor which governed their success or failure was the type and availability of food. The essential fatty acid families of linoleic and linolenic are only available if one has access to both vegetation and sea-food. Those animals which colonized the land exclusively and most
